The patient suffered from a dermoid tumour of the left ovary, enlarged to about the size of a man's brain by recent haemorrhage, resulting from a twisted pedicle.
'
It was removed by Dr Berry Hart.1 The patient made good progress for a week, but on the ninth day died of cardiac failure.
Method of Study.
The pelvis, as well as the abdomen, was removed from the cadaver intact, and was frozen in the usual manner.2 A vertical mesial section was cut, drawn and described, after which the contents of the amniotic cavity were removed and a cast of the cavity made in plaster of Paris. A cast of the foetus was also taken. The specimen was then placed in spirit and studied in detail after a few days. Pelvic floor projection is one and five-eighth inches.
The umbilicus is opposite the junction of the third and fourth lumbar vertebrae.
Uterus.?Occupies the main part of the pelvic cavity and extends also above the brim. It is in close contact with surrounding structures. Above the brim the anterior wall lies against the abdominal parietes and higher up against intestine. The fundus and upper part of the posterior wall are also in relation to intestine. The highest point of the uterus is two and threequarter inches above the brim. Below the brim the anterior wall presses against the pubes and the upper wall of the bladder, the posterior wall touching from above downwards the upper part of the sacrum, the upper part of the rectum, and a dermoid tumour of the right ovary which lies in the pouch of Douglas..
The lower part of the cervix is in close contact with the vaginal walls.
The os externum is four inches below the brim, and the os internum three and one-eighth inches.
The vertical mesial circumference of the whole uterus is sixteen and a half inches.
The body is of firm consistence and of a pink-gray colour, that part with the placenta being slightly darker. On close examina-tion the muscle shows a finely striated appearance, chiefly in a longitudinal direction. Several closed vessels are seen in the upper portion of the body, being especially numerous opposite the placenta. In the lower portion of the body very few vessels are seen.
Though there is no definite point at which the body can be divided into an upper and lower uterine segment, it is very evident that this distinction can be made out?the upper portion of the uterine wall being considerably thicker than the lower portion, the passage from one to the other being gradual. On the anterior wall the difference is best marked, the point of division being about four and three-quarter inches above the cervix, or one and a half above the symphysis; on the posterior wall the change takes place lower down?about three-quarters of an inch nearer the cervix.
The average thickness of the upper uterine segment is nearly half an inch; that of the lower uterine segment being in the anterior wall three-sixteenths, and in the posterior one-quarter.
Near the cervix both walls thicken slightly as they pass into the cervix.
The cervix is darker in colour and coarser in texture than the body, being an inch in length. The cast was taken after the foetus and liquor amnii had been removed, the placenta and membranes being left in situ.
Viewed from the front and back it has the general shape of a pear flattened from before backward, the broad end being lowermost.
Viewed from the side it is also pyriform, the sides being compressed from before backwards; the anterior surface is markedly convex, the posterior slightly convex below and concave in its upper part. The small antero-posterior diameter of the upper part is due to the flattening of the. upper part of the uterus from before backwards, and also to the space occupied by the placenta on the upper part of the anterior wall. The left half of the cast is thicker than the right.
The posterior surface shows a flattening in its lower part chiefly on the right side, caused by the dermoid tumour in the pouch of In none of the other published cases is the lower uterine segment of such a length as in this case. In a uterus at full time, described by Bayer,2 it measured three and one-eighth inches (8 c.c.); in another it measured three and one-sixteenth (7*5 c.c.). Hofmeier3 has also found it to measure two and three-quarters (7 c.c.) in two full-time cases.
Is the extreme degree of development of the lower uterine segment in this case abnormal or only unusual? In Barbour's table,4 describing all the uteri in which the segment has been described, the greatest variations are found to exist. For example, in Benckiser's four months' case, the firm attachment of the peritoneum is one and three-eighth inches (3-5 c.c.) The dip of the utero-vesical pouch below the brim is two and three-sixteenths inches, and that of the pouch of Douglas three and a quarter. If these measurements be compared with corresponding ones in the nullipara, there is found to be very little difference.
The peculiarity in this case is not that the pouches are unusually high, but that the uterus is exceptionally low in the pelvis. It is probable that the peritoneum has not descended with the uterus as the latter has sunk down, and has been consequently separated from its lowest attachments. The tissue below the utero-vesical pouch, between the bladder and lower uterine segment, is very delicate and loose, and would easily allow of this separation.
The reflection of the peritoneum, from the anterior abdominal wall to the bladder, is exceptional. In most nulliparous cases, the highest point of the bladder is in the middle line, either above or below the upper margin of the symphysis, the outer edge sloping downwards and outwards on each side behind the pubic bones.
In this case, however, the bladder is inclined obliquely from below upwards and to the right, the highest point being a quarter of an inch above the brim, and one and a half to the right of the symphysis.
The disposition of the pelvic peritoneum during pregnancy has not yet been definitely settled. Regarding its lateral arrangement it is clear that, during the progress of gestation, as the uterus increases in its transverse and vertical diameters, the peritoneum on each side of the pelvis is considerably elevated. This has been well demonstrated by Barbour and Polk. Regarding the arrangement in front and behind, there is considerable uncertainty. Polk1 declares that the peritoneum is lifted up so that (while in the non-pregnant condition a line drawn from the centre of the symphysis to the junction of the third and fourth sacral bones corresponds to its lowest portion in front of the uterus and behind, except the pouch of Douglas) at the end of pregnancy, and before the uterus has fallen, its lowest level (excepting the pouch of Douglas) is at a line from the centre of the symphysis to the promontory. CAST OF AMNIOTIC CAVITY.
1. Seen from the front. 
